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of surgeons within the operating theatreTraditionally, being a good surgeon was associated with dexter-
ity, technical proﬁciency and experience.1 There is now an accep-
tance both within the literature and practice that other abilities
are required.2 These include ‘Non-Technical Skills’ (NTS) such as
leadership, decision making, situational awareness and appropriate
task management.3 Recent advances in simulator technology and
application has allowed development of a broad range of these
skills.4 Many of the NTS now deemed crucial for surgical and anaes-
thetic practice were ﬁrst developed in other high risk industries
including oil, gas, nuclear and aviation.5
Suliman et al. discuss the opportunities for leadership develop-
ment of surgeons.6 Leadership is not something that is speciﬁc to
medicine or surgery and encompasses a number of values and
traits. While leadership is a universal entity, it can be carried out
in any number of ways. A variety of models have been described
but all rely on the eventual outcome; achieving a common goal
as a team.6 In a highly complex environment such as theatre, where
there may be a large, ad hoc team and a very unwell patient, having
the ability to lead is critical.7 The increased emphasis on NTS provi-
sion has parallelled an increased awareness of patient safety.5 The
two go hand-in-hand, evidence shows that NTS improve patient
safety.5
Surgical procedures are a key point in the patient journey, and a
part leading to signiﬁcant morbidity and mortality.8 Communica-
tion is crucial in the stressful environment of the operating theatre.
Many tools have been developed to enable better communication,
such as checklists.9 Still, mistakes are made and the aim of
improving NTS is to ensure that less of these happen. Lingard
et al. found that communicationwas a key feature in procedural er-
rors in the operating room.10 It should not matter if you are a junior
trainee or senior consultant; you should feel comfortable speaking
up when something is wrong. This point has been highlighted by a
number of cases, most notably that of Eileen Bromiley and outlined
in the video “just a routine operation”.11
Development of these skills must be carried out alongside clin-
ical obligations and teaching sessions, with decreased time be-
tween house ofﬁce and consultant grade.12 As these changes
occured, there was a realisation that if quantity of training were
to decrease, quality of training would have to improve.13 All
learning experiences must therefore be maximised; planning
how to exploit such situations allows better development of
best practice.6 Suliman et al. outline such opportunities and
how best to make the most of a variety of environments.6 Others
have investigated the impact of information technology advances
on surgical training in relation to decreased available training
hours.14,15 The role of simulation and skills lab provision has1743-9191/$ – see front matter  2013 Surgical Associates Ltd. Published by Elsevier Lt
http://dx.doi.org/10.1016/j.ijsu.2013.02.027also been part of improving such quality.16 Leadership is an
important attribute for today’s surgeon; reduced training hours
necessitate optimisation and exploitation of every opportunity.
NTS are becoming an increasingly important part of surgical
training and assessment. Developing these skills should be a
part of everyday practice. Personal development must take place
in the context of clinical practice and requires more time than just
one off leadership sessions.
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